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Pyoderma gangrenosum (PG) is a rare, 
noninfectious, ulcerating disease that 
commonly affects women between 40 to 60 
years of age. It usually occurs on the lower 
extremities; however, it can occur anywhere.1 
A case of recurrent PG in a 44-year-old 
female is presented to highlight the difficulty 
in making this diagnosis on the face. 
 
A 44-year-old woman presented with a 2-
week history of a 4 x 5 cm beefy-red 
ulceration on the left chin (Figure 1). One 
year earlier, a small red papule developed on 
her right upper lip that enlarged into an 
angulated ulceration over 2-3 weeks. The 
patient admitted to “rubbing” the lesion but 
denied “picking.” A 4 mm punch biopsy from 
the edge of the ulcer demonstrated acute on 
chronic inflammation and fibrosis. Within 
weeks, a new 2 x 2 cm ulceration developed 
on the right medial eyebrow. A diagnosis of 
factitial dermatitis was made. Over a one-
year period, there was little improvement in 
these lesions despite treatment with topical 
antibiotics, petroleum jelly, honey with 
collagen powder, and a variety of dressings. 
The patient was urged to avoid “picking” at 
the lesions.  
 
About 14 months after her initial visit, she 
returned to clinic reporting spontaneous 
resolution of the lip and eyebrow ulcers. She 
had undergone spinal surgery 6 weeks prior  

 
Figure 1. 
 
to this visit receiving several doses of 
intravenous corticosteroids following the 
procedure with resolution of all facial ulcers in 
one month.  One new ulcer developed on the 
left chin in the previous two weeks which she 
attributed to irritation from a post-operative 
supportive neck brace. At this point, a past 
medical history of inflammatory bowel 
disease was ascertained (IBD).  
 
Given the improvement associated with 
intravenous corticosteroids and newly 
discovered history of IBD, the diagnosis was 
revised to PG. Treatment with oral 
prednisone 60 mg tapered over 4 weeks, 
intralesional triamcinolone, and petroleum 
jelly led to flattening of the rolled border and 
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Table 1. Comparison of Facial Ulcerations in Factitial Disease versus Pyoderma Gangrenosum
  
Characteristics Factitial Ulcerations Pyoderma Gangrenosum 

Associated Conditions Anxiety and Psychiatric conditions Inflammatory Bowel Disease, 
inflammatory arthritis & 
hematologic disorders 

Relationship to Trauma Persistent trauma potentiates 
ulcerations 

Trauma initiates ulcerations 
(Pathergy) 

Appearance Angulated borders Rolled borders 

Pathology Non-specific findings Non-specific findings 

Treatment Covering wounds to avoid 
continuing trauma/psychotherapy 
and psychopharmacology 

Oral or intralesional steroids  

 
 
 then complete clearance of ulcers in 1 
month. 
 
PG is a rare ulcerating neutrophilic 
dermatosis.1 The pathophysiologic basis is 
poorly understood, but it may result from a 
combination of neutrophil dysfunction, 
inflammatory mediators, and genetic 
predisposition. PG is associated with 
underlying medical conditions such as IBD, 
inflammatory arthritis, or hematologic 
disorders.2 While it most commonly affects 
the lower limbs, PG can involve any area of 
the body. Head and neck involvement is, 
however, rare.3  
 
Since there are no diagnostic, serologic or 
histologic features, PG is diagnosed based 
on the clinical findings. The presence of 
associated diseases, such as IBD, are 
important clues. Factitial disease is a 
particularly difficult diagnosis to exclude4 

(Table 1).  In this case, the patient’s 
description of “rubbing” was believed to be an 
admission of “picking,” erroneously 

contributing to our error in diagnosis.  In 
addition, the rarity of PG on the face 
inappropriately led to the exclusion of this 
consideration. Diagnostic momentum was 
responsible for an unwavering diagnostic 
conviction for almost a year, during which 
time the ulcerations did not improve.5-6 
Clinicians should remain wary of 
complicating biases that distort their view of 
the clinical picture. 
 
Abbreviations used: PG: pyoderma gangrenosum; 
IBD: inflammatory bowel disease 
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